MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

* PEPARTMENT OF PUBLIC MEALTH AND WELFARRE

R
DO NOT WRITE AMENDED PPNy YAY- 9' 962 S —— :
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 o a. COUNTY Henry a. STATE Mi b. COUNTY admission)
o ssouri Henry
Rev. 4/59 a - CII (IF outeids corporate imits, give TOWNSRIP only] Longth of stay in 1b e v Trside Limits
)
= TOWN Leesville Twp 18 mo own  Calhoun Yes O No CK
1 Qéfg& E € I':_‘Uolépll\lTAAnlo-\EogF {If NOT in hoipital, give location) inside Limits d. EEE;EE'ES {If cutside, give location) Reside on Farm
9 2420 'g‘ iNstitution % mi So of Calhdmier Yes [ No f 4 mi So of Calhoun Yes X1 No [0
3 Vs 3. #AME OF DECEASED First Middle Last 4. DOAJE Maonth Day Year
Ype or print)
4 : John qinry Holliday DEATH May 10 1962
o 5. SEX 6. COLOR OR RACE 7. Married Never Married [1 [B. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR _IF UNDER 24 HR
———"———'—5 -+ . male W te Widowed [] Divorced [ May 17 1892 69 Months Days Hours Min.
-~ ] }ﬂ- [
/ | 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
%] du orking life, even if retired) N
6 2 S g rilh farming New Sharon JTowa USA
7 / 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
- -
0 William H Hollidap Eliz Tucker Verna Holliday
8 2—’ %) 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16 SOW'IAL SECHIRITY NO 17. INFORMANT Address
< (Yes, na, or unknown)| (if yes, give war or dates of service
Tonaeis IS fate] 9 -Verna Holliday Calhoun,Mo
——ZM- o [ 18. CAUSE OF DEATH {Enter only one causa per line INTERVAL BETWEEN
10 < 5 PART |. DEATH WAS CAUSED BY: ( OMSET AND DEA
2 o g IMMEDIATE CAUSE (a) <
1 8 a o
(g 8]
19,4 = P} (=} Conditions, if any, DUE TO (b}
Fo -3 s which gave rise to
—F |z above cause {a),
13 * .:E = stating the wunder- I
‘ -~ ‘2 lying cause last, DUE TO (c) !
g z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. If deceased was fermnale was
'(__) disease condition given in PART | (a) there a pregnancy in last 90 days.
g ;): I[j Yes I O No ] O Unknown
g é i9. ;VAS AUTOP?SV 20a. ACCgENT SUK:EI]DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [I of item 18.)
w ERFORMED
a U YES[1 NO @™
Z .
z = § 20c. I&T&R?F :l?: Month, Day, Year
o |° = p.m.
§ -] = - -
£ m 20d. INJURY OCCURREDD 20e. r:Lm:Ef 0:: INJL:R‘( '(e.gi.f..cln or abou: P;omn, 201. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK arm, factory, sireet, office ., etc.
b 4 o NOT WHILE AT WORK [
[ o o o P ¥ 3 -
s o E é 21. 1 d the deceased frum‘“g.‘_lhwh and last saw hierl;l"“"a on
] g a ccurred ot :z/__ P m, m on the date stated above, and 1o the best of my knowledge, from the causes stated.
[*" ] = p.) r]
g E 8 3 egres_or title) ”'”'7 </, 22b. ADDRESS '/ 22¢c. DATE SIGNED
X -
£ S , (06 8. 3T Clintone Me (902/cr
z '2‘ REMATIONT | 73c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, or county) 7 5ide)
d E MOV L ify)
2 £ BT Englewood cemetery Clinton,Mo
= < | TZa. FUNERAL DIRECTOR ADDRESS 75. DATE RECD. BY LOCAL REG, | 26, REGISIRAR'S SIGNATURE ]
L b . =
= a|l Sickman & Dunning F H Clinton,Mo '71’&:4 /2, 7S W &3,_.___‘

&7_-_.?”"\&)’ Ragistration

Ragistrar’s No. ___;__.[__../._E._

—~52-018777

STATE FILE NUMBER

{Licensed Embalmer’s Smemem on Reverse Side)




Yk

.

'VI.STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
Student Embalmer No.

or by .
working under my personal supervision. ) % .
Signed e‘/, {%z-eﬂ;v
1 7
Licensed Embalmer No.é(> 4 O

Student
Signature of Student Embalmer
- P. O. Addressw

"

A

=4

R in his OWN HANDWRITING. (Failure to comply

Note: The abeove MUST BE SIGNED BY THE LICENSED EMBALME
with the above constitutes grounds for revocation, of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above. *

w



